THE special requirements of anmsthesia in obstetrics may be stated as follows:
DISCUSSION ON ANAESTHESIA IN OBSTETRICS.
Mr. EARDLEY HOLLAND (Section of Obstetrics).
THE special requirements of anmsthesia in obstetrics may be stated as follows:
(1) The method must be simple, safe, and capable of being used by those who have had no particular training in ansesthetic methods.
(2) The pain must be abolished, or much diminished in severity, over long periods of time; this is a peculiar aspect of the problem, because labour may last for twentyfour or forty-eight hours or more.
(3) The force and frequency of the uterine contractions must not be diminished.
(4) The life of the foetus must not be endangered. The subject has two aspects. Firstly, the administration of anaesthetics to relieve the pain of labour; secondly, the administration of anesthetics for obstetrical operations, such as forceps, version and Casarean section; this aspect, for the purpose of this discussion, seems far the less important of the two.
Ansesthesia for Obstetrical Operations. The most suitable anesthetics for these operations are those for operations in general, and are, in individual cases, governed by the same considerations. I believe that chloroform and ether are equally safe for the fcetus, with the reservation that prolonged deep anesthesia with either is unadvisable, especially if the vitality of the fcetus has been depressed, or is likely to be depressed, by such unfavourable influences as prolonged labour, cranial pressure or maternal halmorrhage, or by the administration of morphia to the mother shortly before delivery. I am aware that the statement that, for the fcetus, ether is as safe as chloroform is to some autborities provocative; and I hope it is a point that will be discussed by those who hold the contrary view. The foetus is very sensitive to morphia. Morphia should not be given within two hours of the birth, owing to the risk of fcetal apncea from the action of morphia on the ftetal respiratory centre. Morphia and chloroform or ether have a cumulative effect on the fcetus. Stovaine-spinal-anesthesia I mention merely to praise it for Calsarean section for certain indications (notably for cases complicated by diabetes, cardiac disease, goitre, and severe ante-partum bhmorrhage), and for its remarkable effect on the uterine muscle, whereby Cesarean section usually becomes almost a. bloodless operation.
The Pains of Labour.
It is not disputed to-day by anyone that every woman should be spared the pain of labour, especially when the means to that end are so safe, simple and easy of application. The first anaesthetic ever given during labour was given by Sir James Young Simpson, almost exactly 81 years ago. Just as he wrote the first words on the subject, so he may be said, metaphorically, to have written the last; for after one has read his writings, published during the years 1847 and 1848,1 one is compelled, Holland: Anisthesia in Obstetrics in sheer admiration, to admit that, both from the humanitarian and from the scientific point of view, there remains very little to add. The method of " intermittent chloroform administration" which he devised is, as regards technique, scope and limitations, such as is used to-day by the majority of obstetricians. In fact, .he only improvement may be said to be the apparatus used, namely, the inhaler introduced by Junker in 1867.
In private practice, ana3sthesia or analgesia is universal. In hospital practice in this country, both in the maternity ward and " on the district," little, if anything, seems to be done to relieve pain. The greatest problem of all is presented in the practice of midwives. If practising midwives cannot use this means for alleviating the pains of labour, about 75 per cent. of the women of this country must go on suffering. This is a problem which surely is not incapable of solution. If only midwives could relieve the suffering of their patients, no doubt they would at once attain the position they deserve in the midwifery service of the country. There is not the least objection to their giving analgesic drugs such as choral and opium; but, even if a sufficiently simple and safe apparatus could be devised, I hesitate to go so far as to suggest they might be allowed to give more potent anesthetic drugs.
The requirements of anaesthesia or analgesia for the first and second stages are very different. The pain of the first stage, which is due to the contraction of the uiterine muscle, is less severe than that of the second stage, during which the pain from stretching of the vulval orifice and perineum is superadded to the pain of uterine contraction. There can surely be no pain more agonizing than that which, in a primipara at all events, accompanies the expulsion of the child, associated as it is with extreme distension and laceration of a very sensitive orifice. Simpson, who had ample experience of the pre-antesthetic days of surgery, said that "the degree of actual pain usually endured during common labour is as great as, if not greater, than that attendant upon most surgical operations."
The pain of the first stage, even though it cannot be abolished, can at all events be made bearable by analgesic drugs, such as choral, morphia and hyoscine; but during the second stage, and certainly during the actual expulsion of the fcetus, general ansesthesia is required. Although most women suffer severely, a small proportion suffer no pain worth speaking of, no more indeed than an uncomfortable aching during each uterine contraction. In this connexion, I wish to emphasize the effect of emotion-that is, of fear, anxiety and apprehension-upon the sufferings of a woman in labour. In a state of confidence and calm, the suffering is less intense than in a state of mental and physical tension.
The fact that a woman knows that she will be relieved of pain by anaesthetics, goes a long way to removing "the state of anxiety and dread of anticipation which silently annoys and haunts her" (Simpson).
The Method of Anaesthesia in Common Use.
The only method of anesthesia which I shall speak about is that in common use, namely, intermittent chloroform.
Chloroform should not be given until the second stage has begun, or, at all events, not until the first stage is nearing its end. Otherwise the uterine contractions will be diminished in force and frequency. It is not really a disadvantage of the method that it cannot be used earlier in labour, because the pains of the first stage can be satisfactorily relieved by analgesic drugs.
As soon as it is perceived that the uterine contractions are badly borne and begin to cause suffering, a dose of chloral hydrate or an injection of morphia and scopolamine is given. The time for this varies much in different cases, and no rule can be followed. Chloral is a wonderful drug which has undeservedly gone a little out of fashion. It should be given in a large dose (I usually give 30 grains), and should be taken in sips in a tumblerful of water, otherwise the patient may vomit. Instead of chloral, or subsequently to chloral, if the first stage is prolonged and the chloral effect wears off, morphia and scopolamine may be given. The precaution must be taken not to give morphia within two hours of the birth of the child, because of the risk of foetal apncea.
As soon as the second stage of labour is reached (or sooner than this in multiparse) chloroform is given from a Junker inhaler. It is very seldom that patients refuse chloroform, but even nowadays there are women who desire to remain perfectly conscious during the birth of the child.
The method of administration of chloroform during labour is a special one. It cannot be expected to come by intuition; instruction and experience are necessary before it can be used to the fullest advantage. Now that medical students are taught in in-patient maternity departments there is ample opportunity for learning the method, but it is doubtful if they ever see it used in cases of normal labour; this is a point which should receive the attention of teachers of obstetrics. Almost everything there is to state about the use of chloroform in labour has been stated with the utmost clearness by Simpson. In general, there are two main difficulties:
(1) to keep the patient in a state unconscious, or barely conscious, of pain, and
(2) not to have her so deeply anaesthetized that the uterine action is inxterrupted. These two objects are attained by getting the patient into the first or "light" stage of anwsthesia. Once this stage has been reached it can be sufficiently maintained by working the inhaler during each recurring uterine contraction. When the contraction is over the chloroform is withdrawn, and is only again administered wben the movements of the patient, or her requests for "more chloroform, please," or the consistency of the uterus, indicate a recurring contraction. The Junker inhaler is a simple and safe apparatus, which can be operated by the nurse or by a lay person present at the labour, or even by the patient herself. The degree of anaesthesia thus attained is ample, and only in the rarest cases are the force and frequency of the uterine contractions diminished. Nor are the reflex bearing-down efforts weakened; indeed the common effect is that the progress of labour is hastened, because the tendency to contract the lovator ani muscle, and thereby hold the advancing head off the painfully distending perineum, is abolished.
The abdominal and levator ani muscles are antagonistic; under light anesthesia, however, because pain, and the dread of the child suddenly bursting forth into the world, are relieved, those opposing muscles act in perfect harmony, powerful bearingdown efforts being associated with relaxation of the pelvic floor.
As the head is passing through the vulval orifice, which is the time of greatest agony, the degree of anasthesia must be deeper. I have had very little experience with light ether anLesthesia during labour. It is believed by some to have a more stimulating effect than chloroform on the uterine contractions. But the advantages of chloroform over ether in ease of administration, speed of action, pleasantness and portability, are so great that it seems likely to maintain its popularity.
Other Methods.
Of these I have no experience. From all reports, gas and oxygen anEesthesia seems likely to possess many advantages over the chloroform method and may prove to be the most effective method yet devised for obstetrical anaesthesia. Blomfield-Gilliatt: Anewsthesia in Ob8tetric8
Dr. J. BLOMFIELD (Section of Anesthetics) said the first thing that struck an anasethetist in connexion with obstetric cases was that, whereas in all other respects the modern gynaecologist considered a labour was a surgical occasion, his attitude as regards ansesthetics was quite different. The surgical technique was regulated as carefully as for any other operation, but, whereas at other operations the gyniecologist would not tolerate conditions in which his patient endured pain or in which the anresthesia depended on himself or on some unskilled person, these conditions were accepted as normal for confinements. It was surely, in these days of falling birth-rate, a matter of importance that there should be nothing to deter childbirth, and the dread of pain was one of the deterrents. It could be abolished, and a new tradition of painless childbirth should be propagated. Women need suffer no more pain through labour than through any ordinary surgical operation. For this to be brought about the anasthetist must be early on the scene. He was perfectly willing to come if the gynaecologist summoned him. The means at his disposal for ensuring painless labour were varied, and he (Dr. Blomfield) confined his remarks to the management of normal patients. The ideal arrangement was the administration of a sedative, ominopon or heroin, or scopolamine and morphia, early in the first stage, and the frequent intermittent use of " gas and oxygen " as soon as the pains caused inconvenience to the patient. The face-piece was to be applied directly a pain started. For the first few breaths nitrous oxide was given alone and then diluted with the oxygen in various percentages according to the patient's requirements as the anesthetist found them. Usually it was necessary to reinforce the gases with a little ether when the head was stretching the perineum to the utmost, and real surgical aniesthesia was brought about if the gynsecologist desired it. The practical drawback to gas and oxygen was that it was rarely possible to use it outside nursing homes or hospitals owing to mechanical difficulties. There must be a narrow bed and suitable apparatus. When it could be used it was the most desirable anaesthetic, because it interfered less than any other with the metabolism of both mother and child. Apart from mechanical difficulties, however, there were occasional patients for whom it was inefficient.
The next anaesthetic to be considered, chloroform, was invariably successful so far as keeping the patient quiet and free from pain was concerned. Moreover, properly used, it need not prolong labour. Its use must be meticulously regulated, a very weak vapour being employed, and a state of analgesia rather than anasthesia being maintained until the accoucheur wanted relaxation and absence of effort on the patient's part. The objections to chloroform as a routine anaesthetic in ordinary surgery do not apply to obstetrics. There is for one thing a complete absence of that real but ill-explained danger from psychic effects in the early stage of administration to a frightened person. The woman in labour, so far from fearing the anwsthetic, is crying out for it. With regard to more recently introduced methods, Dr. Blomfield said that " synergistic anesthesia " did not appeal to him. He believed the rectum to be an inappropriate route for the introduction of anesthetics in a woman whose pelvis was already over-filled. He had tried ethylene and acetylene and thought their disagreeable smell more than counterbalanced their advantages; which were analogous but inferior to those of nitrous oxide gas.
Mr. W. GILLIATT said that in those cases which were attended by a doctor, assisted only by one person, who was sometimes qualified and sometimes not, the aniesthetic of choice and convenience was chloroform. Chloroform had the disadvantage of diminishing the strength and frequency of the uterine contractions to a greater extent than ether did, but it was more popular because it could be given with safety and efficiency by a Junker's bottle connected by tubing to a mask instead of a mouthpiece.
The presence of an anesthetist enabled the patient to be given any anaesthetic thought desirable, and he personally had no doubt that, for the relief of pain, the gas and oxygen mixture was the best aniesthetic for many, reasons. It was usually necessary to give ether by the open method for a short time during the actual delivery of the child.
He referred to the dangers of delayed chloroform poisoning, of which he had seen five cases and of which he gave the details. The feature in all of them was that they had had two anaesthetics at short intervals, i.e., twelve hours to five days, and that on each occasion the second anasthetic had contained chloroform, either pure or in mixture. He strongly emphasized the danger of using chloroform as an anssthetic in midwifery cases, owing to the difficulty of being sure that a second anesthetic might not be necessary.
Dr. H. RICHARDS.
As an anesthetist I propose only to deal with the selection of the anesthetic to be used in obstetrics, which appears to depend entirely on the state of the patient.
Is the patient to be examined under an anesthetic to see whether the child will come through? Is her labour to be induced? Is she in labour? and has something gone wrong which may want manipulation or forceps, and, therefore surgical.
anesthesia ? It does not matter in the least what ancesthetic is chosen when the patient is in labour, provided she has not had a previous anesthetic ; if she has had a previous anaesthetic nothing that contains even a trace of chloroform should be used, as it is the repeated small doses of chloroform, spread over a time, that do the damage, as has been shown in the cases referred to by Mr. Gilliatt.
My routine method in cases in which more than one ana?sthetic may be required is to use a Hewitt wide-bore inhaler, and the aneesthesia is begun with gas, a preliminary injection of fun gr. of atropine being given half an hour beforehand. By this method any degree of anesthesia can be reached with comparative safety for mother and child; should a second ancesthetic be required the same method may be used, but, as frequently happens, labour has been gOiDg on for some time and the patient is partially anaesthetized, either by herself through a Junker, or, by the obstetrician, on a mask. This type of case does extremely well with ether on a mask, a light aniesthesia being very easy to maintain without unduly depressing the contractions of the uterus. Nitrous Oxide.-Nitrous oxide alone, or nitrous oxide and oxygen, is used in cases in which the patient is always violently sick after any ancesthetic, although, personally, I think patients are just as sick after gas and oxygen as they are under any anasthetic; the psychological factor may come in after gas and oxygen is used, because patients have an idea that they are less sick after gas and oxygen than after anything else. I use nitrous oxide alone when a patient is unduly apprehensive of pain, or is unwilling to endure any at all. The apparatus may not be familiar to all present and I will describe it in some detail. It is put up by Coxeters on the same lines as the American one, the idea being that the patient shall give herself gas over a long period. The cylinder is fitted with a pressure reducer, which contains a diaphragm adjustment. The delivery tube at its distal end has a screw pressure adjustment, from which radiate a couple of concave metal arms, which pass up and impinge on the gas bag at its middle. These are connected with one another by a rubber band, which passes round the circumference of the bag and is taut when the bag is full Richards-Boyle: Anesthesia in Obstetrics of gas; any pressure can be obtained in the bag by an adjustment of the screw attachment-the tighter the screw the greater the pressure. The flow of gas from the cylinder is controlled by the diaphragm in the pressure reducer on the cylinder head; as the pressure is reduced in the bag the gas is liberated from the cylinder, until the bag pressure is raised to a point where the diaphragm is depressed and the flow of gas is stopped. It is therefore possible to leave the cylinder turned on when not in use, and the patient, in theory, is able to give gas to herself when a "pain " starts. The gas reaches the patient by an attached valve, which is shielded by a wire cage, admitting a finger. The valve is operated by depressinlg it, and when the finger is relaxed the valve closes itself automatically, thereby shutting off the gas. The cage over the valve is to prevent it from being interfered with by bedclothes, pillows, etc.
This apparatus is excellent in theory, but I do not think it works in practice -on more than one occasion I have been with a patient and let her use it herself, and I have found that the finger on the escape valve becomes stiff when consciousness is lost, so that the valve is not closed and the patient becomes cyanosed.
My own method of using it is as follows. When the patient feels the onset of a pain, she indicates it to me by raising a finger. I then open the valve and continue to give gas without any oxygen, the valve being opened in the ratio of 3 to 1, and this is continued until the pain ceases, a point which can be ascertained by the change in the respiration: there is no cyanosis and very little salivation. In my experience there is no sickness, although I have given gas to patients for over four hours. The great advantage in the method is that patients are extremely well afterwards and the contractions of the uterus from being lessened are, if anything, increased. The disadvantages are the time taken, the amount of gas used, and the cumbersome apparatus. I stop the gas as soon as the head is on the perineum, and keep the patient lightly anasthetized with open ether; I do not use gas-oxygen-ether sequence because it is not wise to have rebreathing over what may be a considerable period.
Casarean Section.-In my experience, induction with gas and ether in an inhaler, and continuance of anesthesia with open ether, is in every way an admirable method, and surgical anmsthesia maintained thereby has given no anxiety either for the mother or the child.
Spinal Anaesthesia.-Stovaine has its place in obstetrics as in other branches of surgery, particularly in cases of failing heart, in which the patients appear to do well with a small dose-0 4 c.c. of a 10 per cent. solution of stovaine in saline. Having found that the stovaine is working efficiently, it is advisable to cover the patient's eyes and give pao general anawsthetic at all, because, in my experience, whatever ancesthetic is chosen, it invariably stirs up some lung complication which may tip the balance against the patient. There seems to be no difficulty in getting the uterus to contract when once the baby is delivered, the uterus becoming extremely firm at once.
Mr. H. EDMUND BOYLE
said that during his visit to America as a representative of the Section, he had been particularly impressed by the work done by Dr. Wesley Bourne, of Montreal, in the administration of gas and oxygen, especially for the performance of COesarean section. It was not until some time after his return that he (the speaker) could persuade obstetricians to allow him to use the mixture in this country for midwifery cases. With this anesthetic, a short time after the patient's confidence had been obtained, a state of analgesia was produced in which the patient would-bear down and do other things on request. He did not believe the " pains " and propulsive efforts were diminished by the anesthetic, but thought they were actually increased in strength and frequency. Patients were glad to have been practically conscious during the whole time. If the woman bore down well the whole time, the length of the labour was shortened-an important matter. Just as the head was being born he always gave ether; it kept the patient quiet, and so lessened the probability of the perineum being torn by a sudden expulsive effort. As soon as the child was born he cut off the gas, and gave a mixture of carbon dioxide and oxygen for a few minutes; the mother and child were then noted to breathe more deeply, and assume a natural pink hue. Gas and oxygen alone could then be continued until the birth of the placenta, after which no further ansesthetic was required.
With regard to the use of apparatus being inconvenient in private houses, he had arranged with a firm to send round to a house the apparatus required, for a small charge, so that when the aniesthetist arrived everything was in readiness. He regarded the gas and oxygen mixture as the best anesthetic for midwifery, and he hoped its use would become more general in this country.
Dr. H. BECKETT-OVERY.
Before dealing with the subject, in which I am particularly interested, I may say that I purchased an automatic gas and oxygen apparatus, but found it unsatisfactory; on one occasion the patient had quite serious apncea, giving several minutes' anxiety. Some of us have to deal with patients not for weeks, but for months and years after a confinement. Many women suffer severely from the shock of an uncomplicated confinement, not to mention a tedious or complicated one. They are terror-stricken at the thought of another experience such as the last.
If there are safe means of anesthesia, it is our bounden duty to avail ourselves of them in all cases, even if it entails more supervision and a greater responsibility. That there are safe means which can be easily carried out by a doctor and nurse working alone I unhesitatingly assert, and no woman should be allowed to go through the actual birth of a child unanasthetized. Like Dr. Holland, I use a Junker's apparatus with pure chloroform. It is furnished with pieces of tubing at least 3 ft. in length, and the bottle is hung on the head of the bed or against the wall. In this position it is readily available to patient, nurse and doctor. In multiparte, when the os is dilating rapidly or when the second stage has been reached on arrival, the patient is shown how to use the apparatus and is trusted to squeeze the bulb immediately each pain is about to begin. She usually succeeds in rendering herself partially unconscious in a few seconds, and as she becomes more unconscious she relaxes her efforts and so, if a moderate injection of hyoscine and morphia has preceded at an earlier stage, sleeps till the next pain. In this way the majority of patients are enabled to reach the final stage with immense relief and a great saving of nervous and physical strength.
When the head begins to crown, the nurse is directed to take charge of the bulb. The accoucheur then supervises the administration himself, so as not to abolish the abdominal contractions entirely, but as the head is about to be born the amount of chloroform is vigorously increased, ceasing immediately the head is born. In the majority of cases the patient has little recollection of the second stage, and is entirely oblivious of the actual birth.
In the case of primipara or multipara, where the os is not dilating quickly and the patient is becoming intolerant of the pains, -4 gr. omnopon and yTTU gr. byoscine are given. In the majority of cases this does not retard, but often quickens, dilatation. The dose of hyoscin may be repeated, but no attempt to obtain complete amnesia, or what has been called "twilight sleep," by repeated doses is made. There is a danger of difficulty in getting the child to breathe after this practice.
With the above described routine there are far fewer complications, both immediate and remote. The patients eat, sleep and nurse better, and temperatures are practically non-existent (although this fact is also due to the practice of allowing patients to sit up in bed from the first day, for at any rate a short time). Whatever delay there is, and there is some delay, is more than compensated for by the relief of the patient and the saving of the perineum. Many lacerations occur through too rapid expulsion, and one can conceive of nothing more cruel than retarding the passage of the head with the patient fully conscious.
It is little short of a scandal that nearly a hundred years. after Simpson's introduction of chloroform it is not used as a routine in lying-in hospitals and maternity wards.
Mr. HAROLD J. MALKiIN spoke of the synergistic method, i.e., administration of morphia and magnesium sulphate intramuscularly, followed by the rectal instillation of ether and quinine in olive oil, as used by Gwathmey, in New York.
The American view of it was that only a small dose of morphia was necessary, and that the magnesium sulphate kept the action more effective and over a longer time. The quantity of ether needed was also small, and it was said that the administration could be rendered so automatic that the constant attention of the obstetrician was not required. He had used the method in twenty cases at University College Hospital, and twelve of these were entirely successful, i.e., the patient slept between the pains and stirred only with the pains. In some cases the woman had not known when the child was born.
In one case there was excitement, in two the method failed completely, in one be gave the morphia rather late, the second stage supervened sooner than be expected, and the child was born blue. In two cases he began administration too early and apparently delayed the first stage some hours. Now that he was better acquainted with the technique he felt certain of securing a large percentage of successful cases with the method which, he was convinced, possessed advantages.
Dr. G. CLARK said that in a total of 3,000 midwifery cases without a single maternal death during a long p-eriod of years, in which 15 per cent. required an anresthetic, pure chloroform was always used with success.
Even in a series of major surgical operations, the same anaesthetic was used with satisfactory results.
Dr. Z. MENNELL stated that as he had seen both Dr. Bourne's and Dr. Mackesson's work in America, he would like to corroborate wbat Mr. Boyle had said with regard to its excellence and to the good results obtained by their use of nitrous oxide and oxygen in ordinary uncomplicated labour. But-and there was always a but in such workconditions on the other side of the Atlantic were quite different to those existing here. The women, rich and poor, were all confined in hospital, and there was always a gas and oxygen machine handy with thousands of gallons of gases-standing 6 ft. Section of Anvsthetics 31 high and more. There was nothing portable about them, and they would require a pantechnicon van to take them about. Mackesson made a portable machine, but even that was bulky and not suitable for a long case without change of cylinders.
Dr. Mennell went on to say that he considered, under the conditions prevalent in this country, that chloroform given properly and to the obstetrical degree only was the best and most efficient anesthetic we had in this class of case; in fact, he considered that it was only in this work that the use of chloroform was justified as a routine. Ether was of course satisfactory, but it necessitated the use of preliminary medication and much greater skill, which was not always obtainable for its successful use. After all, the condition known as " delayed chloroform poisoning," really an acidosis, was recognized also as occurring after ether anaesthesia, and even without an anaesthetic at all. It was not fair to chloroform to attribute all such cases to its use. Perhaps some of the cases reported to-night might have occurred with any other anaesthetic, as their carbohydrate metabolism had been interfered with. On the whole, he considered chloroform to be the anaestletic of choice to relieve the pain of ordinary uncomplicated labour.
